Objective-To assess the ability of clinicians to recognise deaths which require referral to the coroner.
Introduction
All citizens including doctors have a duty under common law to report deaths in some circumstances to the coroner.' Few people, apart from registrars of births, deaths, and marriages, have a specific statutory obligation to report deaths and so in practice most cases are reported by doctors and the police. In 1991, 182000 deaths were reported to coroners in England and Wales.' Natural disease or death associated with medical treatment represent about 80% of all cases referred to the coroner and are usually reported by doctors.
Failure by doctors to recognise reportable cases may create administrative difficulties and unnecessary distress for bereaved relatives and medical colleagues. Other cases may evade medicolegal investigation altogether because they are not recognised as death due to unnatural causes. All doctors should be aware of the various categories of cases which require referral to the coroner, but to our knowledge there have been no reports in which this knowledge has been formally tested.
Traditional methods of assessing knowledge that use questionnaires often fail to consider the context in which the knowledge is required.34 This can be achieved in part by the use of fictitious case histories, which allow the clinician to show his or her knowledge in a form of role enactment.56 We used this approach to assess the ability of hospital doctors to recognise cases which should be reported to the coroner.
Subjects and methods
Two hundred hospital doctors from general medical and surgical firms were sent a postal questionnaire consisting of 16 fictitious case histories (see appendix BMJ 1993; 306:1038-41 clinicians seem to have less understanding of the coronial system than the junior staff under their supervision. This finding supports the comments from several junior doctors who stated that they had occasionally received incorrect advice from senior colleagues and indicates that clinicians of all grades must be encouraged to participate in postgraduate medicolegal education. Individual clinicians at all grades showed a variable appreciation of the different categories of cases which should be reported to the coroner. Many were unaware that chronic liver disease due to alcohol is no longer a reportable cause of death. Most, but worryingly not all, clinicians reported the cases involving allegations of negligence, death in police custody, criminal death, suicide, and industrial disease. Deaths resulting from accidents were often unrecognised and many clinicians did not seem to know that all such deaths are reportable to the coroner, no matter how long a time has elapsed between the injury and the death. There was considerable variation in the ability to recognise the different types of accidents, and some seemed to believe that deaths resulting from accidents are reportable only if the accident occurs in suspicious circumstances. Deaths which resulted from road traffic accidents and domestic accidents involving fire were usually reported, and industrial accidents and domestic accidents in which elderly people had fallen were often not reported, particularly if a long time had elapsed between the accident and the death.
The main confusion seemed to be in relation to deaths associated with medical treatment. Individual coroners may have differing requirements with respect to the types of deaths in hospital reported to them. Many coroners, including the coroner in this study, require all deaths that occur within 24 hours of emergency admission to be reported. This is not a legal requirement but a working rule established by many coroners based on the principle that a definite diagnosis often cannot be satisfactorily ascertained during the first day after admission. Clinicians seemed particularly uncertain of their responsibilities when the proposed clinical diagnosis had not been confirmed "beyond doubt" or if patients with established diseases died shortly after readmission.
A similar problem arose when death occurred during medical or surgical procedures including diagnostic investigations. Most clinicians were aware that death under anaesthesia is always reportable and that coroners usually require any death occurring within 24 hours of recovery from anaesthesia to be reported. Clinicians often do not seem to appreciate that reportable deaths include a wide range of circumstances other than surgical operations and anaesthesia. Cases in which some form of medical treatment, including drug treatment, may have contributed to death were often not recognised by clinicians. This time limit is again only a convenient working rule and local variations in the practice of individual coroners may confuse doctors who regularly move between centres.
CONCLUSIONS
We have highlighted several parts of the coronial system which are poorly understood by clinicians. The interest generated by these observations has enabled the development of a local initiative to improve clinicians' awareness of the various categories of cases that should be reported to the coroner. There are five main components of this initiative.
(1) The legal aspects of medicine, including the coronial system, should continue to form an important part of the undergraduate medical curriculum.
(2) Clinical postgraduate medical education should include medicolegal subjects with regular participation of pathologists and the coroner.
Deaths reportable to the coroner: a brief guide Any death should be referred to a coroner if the medical practitioner cannot readily certify death as being due to natural causes within the terms of regulation 51 of the Registration of Births, Deaths and Marriages Regulations 1968. Some of the major categories of death that must be reported are when: * There is any element of suspicious circumstances or history of violence * The death may be linked to an accident (whenever it occurred) * The death may be due to industrial disease or related in any way to the deceased's occupation * The death is linked with an abortion * The death occurred during an operation or before full recovery from the effects of anaesthesia or was in any way related to the anaesthesia * The death may be related to a medical procedure or treatment * The actions of the deceased may have contributed to his or her own death-for example, self neglect, drug or solvent misuse * The death occurred in police or prison custody (includes a death from an illness or injury which arose during detention*) * The death was within 24 hours of admission to hospital* * The deceased was detained under the Mental Health Act* *Desired local practice rather than statutory requirement.
(3) Death certification and referral of cases to the coroner are the responsibility of consultants or senior clinicians and should be delegated to junior doctors only under close supervision. All senior clinicians must be aware of the categories of cases which require referral.
(4) A brief guide to the indications for the referral of cases to the coroner should be regularly circulated to all clinicians (see box).
(5) Clinicians should report all cases about which they are uncertain. Advice is always available from the coroner, coroner's officers, or senior pathologists.
We thank Professor J C E Underwood for the use of departmental facilities and the deputy coroners, coroner's officers, and clinical colleagues who participated in the study. Please note-In each of the following cases you have been provided with all of the relevant information and you are the only clinician responsible for making the decision to refer the case. If you decide to refer the case it is important that you also give your reasons for doing so. A 76 year old retired school teacher was admitted with collapse and hypotension. Her medical history included a hiatus hernia and recurrent indigestion. On examination she was hypotensive with generalised guarding and abdominal tenderness. An erect chest x ray picture showed free gas under the diaphragm. A diagnosis of peritonitis secondary to a perforated peptic ulcer was made but her condition did not improve sufficiently to enable surgical intervention and she died four hours after her admission.
Correct answer
Although the referral of this case is not a statutory requirement, the desired local practice is that any death within 24 hours of admission should be reported. A 46 year old man was transferred from the spinal injuries unit with severe sacral sores. He had been paraplegic for 15 years since a fall on a building site where he worked as a steel erector. He had recurrent problems with infected sacral sores. A septicaemia was confirmed from the results of blood culture, and he was treated with appropriate antibiotic regimens. He then developed a chest infection and his condition gradually deteriorated. He died 10 days later.
Answers in study

Correct answer
This case should be reported as the death seems to be related to the injuries sustained in an accident. The length of time since the accident is immaterial. A 82 year old woman pedestrian was in a road traffic accident and sustained a basal skull fracture, frontal lobe contusions, and contrecoup injury to the occipital lobes of the brain. She was mechanically ventilated and transferred to the intensive care unit, but after a few hours her condition improved and she was able to breathe spontaneously. Her condition did not show any further improvement and despite supportive care, including parenteral feeding, her condition deteriorated, and she died six weeks after admission.
Answers in study
Correct answer
This death is caused by injuries arising from a road traffic accident and must be reported. A 27 year old unemployed woman was admitted with jaundice after confessing to have taken an overdose of paracetamol five days previously. Investigations showed deranged liver function and abnormal clotting with a raised international normalised ratio. She received full medical treatment to prevent hepatic encephalopathy but developed acute liver failure and renal failure over the next two days. She was admitted to the intensive care unit, but despite maximum treatment she died a week after admission.
Answers in study
Correct answer
This case must be reported because death results from an overdose of drugs (possible accident or suicide). This is obviously not a natural cause of death. A 72 year old woman suffering from Alzheimer's disease was brought in by her daughter with severe burns after her pulmonary infarct and he was treated with anticoagulants. Two days later he suffered a cardiopulmonary arrest and despite maximum resuscitative efforts he died.
Answers in study
Correct answer
This is unlikely to be a natural cause of death: the sequence of events begins with a fall, which leads to an operation, immobility, and then a pulmonary embolus. The case must be reported. There was no suggestion of an osteoporotic fracture in the history. A 36 year old beautician was admitted with a stab wound after a domestic disturbance. After immediate resuscitation she underwent an emergency laparotomy and splenectomy. She made a full recovery and was discharged after a week. Two days later she was readmitted with a swollen painful left leg. A venogram confirmed a deep vein thrombosis and she received anticoagulants accordingly. The next day she suffered a cardiopulmonary arrest and died despite resuscitative efforts.
Correct answer Not only should this case be reported but it would be essential to notify the coroner's officer of the death immediately. There would be a full scale criminal investigation with a possible murder or manslaughter charge.
